The major operations of surgery in respect of the rectum and colon are so largely concerned with malignant disease that I will deal principally with the factors making for safety in the cancer surgery of the large bowel. Surely, however, the safety of an operative procedure is not the only consideration when the cancer surgery of any region is under discussion. Half-hearted surgery may have, on occasion, cured the cancer victim, but in our present state of knowledge I maintain that the most thorough extirpation of the disease by ruthless surgery holds out the brightest prospect of a cure. A niggardly resection of the colon dealing neither with the zone of lymphatic spread to the glands in the meso-colon nor with the potential zone of permeation along the gut-wall may be "safe," but it is not a really efficient manceuvre to cure the malady. A palliative anastomosis or a mere external drainage operation may be the measure of greatest safety to the patient and of least anxiety to the surgeon, but it leaves the victim with his dosage of malignancy unchecked. In cancer surgery " efficiency with safetv" should be the watchword, and judgment, that most valuable asset the surgeon can possess, will decide whether in any particular case of malignant disease, " safety first" is to be the guiding principle, or whether the most wholehearted endeavour to effect a cure should be made, although the risk to life might be greater.
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DISCUSSION ON THE FACTORS MAKING FOR SAFETY
IN THE SURGERY OF THE COLON AND RECTUM.
Mr. G. Gordon-Taylor: The major operations of surgery in respect of the rectum and colon are so largely concerned with malignant disease that I will deal principally with the factors making for safety in the cancer surgery of the large bowel. Surely, however, the safety of an operative procedure is not the only consideration when the cancer surgery of any region is under discussion. Half-hearted surgery may have, on occasion, cured the cancer victim, but in our present state of knowledge I maintain that the most thorough extirpation of the disease by ruthless surgery holds out the brightest prospect of a cure. A niggardly resection of the colon dealing neither with the zone of lymphatic spread to the glands in the meso-colon nor with the potential zone of permeation along the gut-wall may be "safe," but it is not a really efficient manceuvre to cure the malady. A palliative anastomosis or a mere external drainage operation may be the measure of greatest safety to the patient and of least anxiety to the surgeon, but it leaves the victim with his dosage of malignancy unchecked. In cancer surgery " efficiency with safetv" should be the watchword, and judgment, that most valuable asset the surgeon can possess, will decide whether in any particular case of malignant disease, " safety first" is to be the guiding principle, or whether the most wholehearted endeavour to effect a cure should be made, although the risk to life might be greater.
That the operative mortality of the radical surgery of cancer of the colon is capable of improvement may be gauged from the perusal of operation statistics. Sistrunk, of the Mayo Clinic, after affirming that surgery offers the only known cure for malignant disease of the colon, and that the end-results are in many cases highly satisfactory, deprecates and deplores the high mortality of colectomy. " Except for operation in certain serious emergency cases," he writes, "the mortality following operations for cancer of the colon is perhaps higher than in any other type of intraabdominal operation." Grey Turner, in his Annual Oration to the Medical Society of London in 1929 admitted an operative mortality of 12 28%, but many of his cases were most complicated resections. He emphasized the truth that in surgery operability and mortality go hand-in-hand. A low operability rate and superb figures indicate the timid: the surgeon who is anxious to extend the frontiers of his operation to include all cases in which it is possible to extirpate the primary growth and its extensions completely-unless of course there is evidence of distant dissemination-may have a high mortality, but at the end of years will be able to boast of more cures than the colleague who is more cautious in his selection of cases. In Grey Turner's. opinion a 5% mortality for colon resection for cancer would represent the acme of judgment and the perfection of technical skill.
In the surgical removal of a carcinomatous colon, the success or failure of the undertaking depends in almost every case upon the manipulations necessary to deliver and resect the tumour and upon the healing of the anastomosis performed to restore the continuity of the intestinal canal.
It is established beyond controversy that preliminary drainage has a profound effect upon the septicity of the bowel contents and even of the bowel wall itself at the site and in the vicinity of the new growth. The effect of drainage is of course most marked when the cancer is of the obstructive variety. Not only is the gut itself rendered less septic by this procedure, but the micro-organisms in the lymphatics and the lymphatic glands related to the tumour, diminish in numbers and become less virulent-the risk, therefore, of a diffuse infection of the ccelum resulting from the necessary manipulations to remove the cancerous segment of bowel and its lymphatic territory on a later occasion, is greatly lessened. Sistrunk in his paper on "Factors of Safety in Operations for Carcinoma of the Colon," Journ. Amer. Med. Assoc., 1928, affirms the importance of pre-operative treatment, but though benefits may result from intestinal antiseptics, diet, purgatives, enemata, etc., there is no pre-resection measure of safety like preliminary drainage of the large bowel. When the growth in the colon is situated beyond the ceecum, cascostomy is in almost every case the procedure of choice. When a cancerous caecum requires removal, a preliminary ileo-transversostomy is a valuable measure of safety; for even though right-sided colectomy may be performed with a fair measure of safety as a one-stage operation, even in the presence of a certain degree of obstruction, nevertheless a two-stage or even three-stage operation makes for greater safety still.
Grey Turner (loc. cit.) urges the following points in favour of a preliminary cocostomy (1) It relieves obstruction, whether acute, partial or potential.
(2) It prevents recurring distension of the colon by gas, which is so apt to occur when the function of the great bowel has for some time been interfered with.
(3) It allows the bowel to recover from the effect of obstruction of any degree, both as regards infection and muscle-tone. (4) It permits the great bowel to empty, not necessarily entirely through the caecostomy, but by relieving the disturbed function and by allowing relaxation of its wall. (5) It permits irrigation of the bowvel either from the anus to the cacostomy or vice versa. (6) It relieves pain, and enables the patient to get natural sleep and to assimilate nourishment. If the cecostomy is to be performed as a preliminary operation, it is not enough to make a valvular ca3costomy. An actual artificial anus should be established so that the fsecaj stream will be largely or wholly deflected; it does not matter if another operation is required for its closure.
The only occasions on which I make use of a valvular ciecostomy [3] apart from the treatment of colitis, are those in which previously healthy bowel requires removal because of injury; it is true that in the late war, colon injuries were in most cases capable of being cobbled," but in cases of very severe infarction, etc., it was sometimes necessary to resect. Valvular cecostomy can also be used with advantage as a prophylactic or temporary measure in those cases in which a large intestine resection is necessary, because it is secondarily involved in some morbid process originating in an adjacent organ or structure. In many of these cases there is no obstruction, and the mucous lining and lumen of the bowel are unchanged. In such cases of secondary involvement of the colon, if even partial obstruction should be present, I would alter my technique and perform my operation in stages.
The greater my experience of colonic surgery, the more do I find myself practising a two-stage or, if necessary, a three-stage operation, and I have no doubt in my mind that the mortality of the resection is lowered thereby. Two other pre-operative measures are worthy of mention: (1) Blood-transfusion, which is particularly indicated in those cases which have been associated with intestinal htemorrhage, occult or otherwise, and is therefore not infrequently required in right-sided growths. It is also the most valuable method we possess for the treatment of post-operative shock. (2) Preliminary immunization, of which I have had but little experience, although I have used it. occasionally. My experience of the preliminary use of nucleinate of soda in order to induce hyperleucocytosis is comparatively small.
Techniquee.-In a meeting of surgeons it is unnecessary to emphasize the importance of bowel mobilization, on which Lord Moynihan has laid such stress, nor have I any particular views as to the method of bowel anastomosis which should be employed. The surgeon should be prepared to adopt that method which seems most suited to the requirements of the case. When an attempt is made to perform a really radical extirpation of the potentially affected zone I employ end-toend suture or a side-to-side junction; I do not, myself, favour the end-to-side method of union. What counts is the manner in which the anastomosis is performed, not the type of junction which is practised.
There can be no doubt that the Paul-Mikulicz exteriorization methods of colonic resection are those attended with the lowest mortality, but that this technique permits the most radical removal of the lymphatic territory is, in my opinion, somewhat uncertain, and it must be remembered that, according to Clogg [4] , the glands are affected in 68% of the cases.
For cases of volvulus, for hyperplastic tuberculosis, and for certain cases of diverticulitis demanding resection where questions of lymph territory are relatively unimportant, the method is often ideal. It is useful and I employ it-I hope, with judgment-in cases of bad operation risks among cancer patients, especially the aged, the fat, and those with associated infection. Even in those cases in which I contemplate this type of operation I often perform a preliminary caecostomy, or failing this, a prophylactic ctcostomy of the valvular type at the time of the Mikulicz operation.
Flint quotes Lord Moynihan as never having lost a case of exteriorizationresection and mentions that he himself has had but one death in 30 cases. The value of the operation is constantly brought before the surgical profession, and in recent years Grey Turner, Wilkie, Moszkowicz [5], Schwartz and llartglass [6], Charles Mayo [7] , and many others have from time to time advocated it § claims.
In connection with the methods of intra-abdominal anastomosis it must be remembered that many of the patients are elderly, that very many have degenerative changes in their vessels, and that the tendency to thrombosis in the arterioles and veins supplying the wall of the bowel is aggravated by bowel sepsis and the manipulation necessary to remove the growth and its lymphatic territory. I avoid all large crushing clamps, contenting myself with a small Payr's clamp for erich end and 1 seem to use interrupted sutures more and more frequently.
So anxious do I feel about any colonic resection that, when I can, I avoid the middle line of the abdominal wall and the "mid-stream" of the abdominal cavity, making my attack, where possible, out at the sides or in the flanks, in close proximity to the tumour and I always drain: many a time a drain has helped the patient in the event of a leak.
Anaesthesia.-In the matter of ana3sthesia it is our practice to employ regional or paravertebral anesthesia along with light general anwsthesia. This method obviates the disadvantages and risks of deep narcosis and avoids the dangers inseparable from high spinal anesthesia, whatever be the drug and whosoever the anaesthetist employing it.
The state of the blood-vessels of the patient, the virulence of the bowel organisms and the general condition of the patient are the three factors which decide the issue of the case, but preliminary bowel drainage, choice of operation and surgical judgment in its conduct may turn the battle in the patient's favour.
When the extirpation of a cancerous rectum is under consideration, the treatment of malignant disease of this portion of the bowel may be discussed under.the headings of (A) ampullary and anal carcinoma and (B) recto-sigmoid growths.
(A) Cancer of the Perineal Rectum.-The surgery of malignant disease is the surgery of the lymphatic system: it cannot be controverted that the only really radical operation for a carcinomatous rectum, an operation based upon a sound knowledge of lymphatic anatomy and of pathology, is the abdomino-perineal method of my friend, Ernest Miles. In his Lettsomian Lectures, 1923, and elsewhere, he has recorded the evolution of the operation and there he states that he now finds himself compelled, "except as a palliative operation,' to abandon all forms of perineal excision of the rectum." It must, unfortunately, be admitted that although the abdomino-perineal method of Miles is the only radical or ideal operation for a malignant rectum, nevertheless for a considerable percentage of cases, and in the hands of a considerable percentage of surgeons, a radical procedure of the magnitude of the Miles operation is beyond the powers of the patient's recovery. For these patients, then, the best possible-the most radical-cannot be performed; considerations of safety demand that a less radical procedure be carried out. The relative percentage of cases to which the radical or a " makeshift" procedure is applicable will rnaturally vary with the condition of the patient and with the skill and experience of the surgeon; a " super-surgeon," like the inventor of the operation, will secure success, where the less skilled or experienced has to admit failure.
It is therefore with reluctance, and with a sense of personal inferiority that in many cases, certainly in more cases than I could wish, I find myself compelled to practise that which I know to be imperfect. (a) In the case of a very bad operation risk in which I consider that I am not justified in doing more than a perineal excision, it is at any rate comforting to peruse the end-results of other operators who employ this method, viz., the type of operation whose claims have been so ably urged by Lockhart-Mummery. With this type of operation its distinguished protagonist finds 50% five-year cures, while in favourable cases, over 75% are well at the end of five years, and it is further to be remembered that these results are obtained in his hands at the really extraordinary mortality-rate of some 2 or 3%.
The collected statistics of St. Mark's Hospital, compiled by Mr. Gabriel up to July, 1924, are not quite such good reading and exhibit a higher operative risk, though for the last few years it has been only 12%; nor are the end-results as good as those shown by Lockhart-Mummery's figures; there are 28 5% of five-year cases.
It is difficult to imagine that operative results can be reduced to a lower rate than these really superb figures of Lockhart-Mummery. No factor of safety can surely be neglected to obtain results like these; and there is surely no new point in technique which can still fuirther diminish the risk of a major operation which has an operative mortality of 2%.
My end-results, unfortunately, do not justify the optimism indulged in by those who practise the perineal operation. It may indeed be safe, but from my end-results it must often have been inefficient.
(b) In performing the abdomino-perineal excision in the ideal subject I have found that a division of the operation into two stages makes it a less formidable procedure. When discussing the surgery of the colon I strongly advocated the principle of preliminary drainage; in the case of a malignant rectum I invariably perform a preliminary left iliac colostomy, proceeding to the extirpation of the sigmoid and rectum at a subsequent date.
To offer any criticisms on lhe anesthetic would be a presumption; one will probably do best by following the precepts of Miles himself.
(c) In the intermediate type of case, when I consider that the patient is unlikely to stand the Miles operation, I have found the following modification helpful. After a preliminary abdominal exploration and the performance of a left iliac colostomy, from ten days to a fortnight previously, the radical operation is begun at the perineum. A wide extirpation of the rectum and all the perineal tissues is made. the patient being in the exaggerated lithotomy position; this position is adopted to prevent the fall of blood-pressure and general upset which frequently ensue when the position of the patient is changed from the Trendelenburg to the left lateral or vice versa. The previous abdominal incision is reopened and the protected bowel is rapidly and easily pulled up into the abdominal cavity, stripping up with it the meso-rectum and meso-sigmoid. The necessary points of the abdominal stage of the operation are quickly attended to, the sigmoid is divided across just below the colostomy. The peritoneal toilette having been completed, the abdomen is closed. The legs are then held up by two assistants and the perineal wound is tamponned and closed in the ordinary way. I dislike the creation of a new name for some trifling modification of technique, and although I have ventured to speak of this as the perineo-abdominal method, the operation is not original. I first saw Grey Turner use it in an emergency many years ago. This operation may be "makeshift," but it is not so "makeshift" as the mere perineal; it is much more radical, and it is not unsafe. In my hands it is associated with no increased mortality over the mere perineal type of operation. The greater part of the time is spent on the perineal stage of the operation; the abdominal stage is very brief. I do not know why it appears, in my bands at any rate, to be safer than the operation performed in the orthodox manner of Miles, but I find myself employing it more and more frequently.
(d) There is a tendency at the moment to utilize radium therapy in addition to the extirpation of the rectum by the perineal route. It is hoped that by the introduction of radium tubes into the meso-colon or meso-rectum the upward extramural lymphatic spread may be adequately "barraged." This is merely a hypnotic piece of technique on the part of the surgeon. These needles can be introduced more or less haphazard in the depths of the perineal wound or they may be inserted more accurately after reopening the abdomen. Should the abdomen require to be reopened for this purpose I make bold to say that the patient's interests will be far better served by a perineo-abdominal operation, a precedure with no increased mortality over that of a mere perineal excision.
One knows the futility of radium therapy for the lymphatic territory of the neck in cases of lingual and mouth cancer, a form of cancer relatively radio-sensitive. Is it likely, in the present stage of our knowledge of cancer therapy, that haphazard introduction of radium tubes into the mesentery is going to barrage the upward spread of cancer cells which are not radio-sensitive ? The procedure may occasion more harm than good.
(e) If the circumstances of the case demand that safety alone be considered, a mere colostomy may be the operation of choice. In certain cases when radical surgery seems to be inadvisable, I refrain from doing more than a colostomy, reflecting that prolongation of life by some months, or even by a year, or two years, may be of value.
(f) In some such cases the introduction of radium in addition may be useful, but it is also well to remember that in some of these cases of "radium therapy " the hopes entertained of prolongation of life by colostomy have not been fulfilled, and the patient's end has come more quickly and more miserably than it would have done had the surgeon refrained from doing more than create an artificial anus.
(B) In the case of recto-sigmoid growths both camps of proctologists appear to agree that (a) the abdomino-perineal method is required for the satisfactory extirpation of a neoplasm in this situation. The operation is one of severitv: Lockhart-Mummery, in 1923, admits a mortality of 27%. Ernest Miles, in his Lettsomian Lecture for 1923, gives a mortality of under 10%; his mortality rate of quite recent years is still lower. These latter figures are those of a "superman," and represent the result of the highest perfection of skill and the acme of judgment.
In this situation the upward extramural spread is of far the greatest consequence, and the anatomical researches of Villemin, Huard, and Montague [91, of Bordeaux, have recently demonstrated that the lymphatic territory of the "colic rectum" or "high rectum " (which they regard as a segment of colon prolapsed into the pelvis) is purely abdominal, and does not anastomose freely with the lymphatics of the pelvis. There is, therefore, perhaps anatomical justifica-tion for a purely abdominal operation for the removal of a growth in that situation; nevertheless it is well to remember that the lymphatic territory of the anatomist in any particular region by no means corresponds to the lymphatic territory of the surgeon; there is a lymphatic territory of the living and a lymphatic territory of the dead. In the case of the tongue, for example, the lymphatic territory of the anatomist is by no means so extensive as the lymphatic territory connected with the tongue, as revealed by secondary glands or recurrences. It is not less certainly so in the case of carcinoma of the sigmo-rectum.
(b) For many years I have on occasion performed a purely abdominal operation, leaving the patient with a permanent colostomy and an excluded segment of the rectum at its lowest end. The operation is safe and in my hands has produced good end-results. Hartmann, in the Journal de Chirurgie, has recently drawn attention to it. The difficulties of the operation are chiefly concerned with the management of the terminal rectum. Some injection experiments with the inferior hsemorrhoidal artery demonstrated that its territory is a limited one and the bowel must therefore be sectioned deep down in the pelvis.
(c) Difficulties in a fat patient with a deep pelvis may make this operation one of difficulty and uncertainty, and it may prove safer and easier to perform a perineoabdominal operation-a procedure which, at the same time, is more radical and thorough in its character.
(d) In the poorest risks it may be well to deal palliatively with the condition purely by the perineal method of approach, (e) or the surgeon may limit himself to the mere performance of colostomy.
It is possible with the abdominal or Hartmann [10] type of operation to effect a restoration to a normal state of affairs by subsequently bringing down the colon to the anal canal. This I have done frequently for tubercle and for other inflammatory lesions; but in the case of malignant disease I am fearful of stirring up dormant cancer cells.
(f) On the Continent there appears to have been, of recent years, an attempt to revive some of the operations which aim at conserving the sphincter and bringing down the upper segment of the intestine through the anus-the abdomino-anal method: in this country this type of operation, fortunately, finds but little favour.
If the patient's condition, or the position of the growth, is such as to justify or necessitate an extirpation by the combined route then the patient's interests will be best served by a whole-hearted attempt to save his life and to cure him. The abdomino-anal type of operation carries a double risk: a risk of death from gatngrene of the upper segment of the bowel and a risk of recurrence from imperfect removal.
The operation is now advocated, where possible, by one of the most brilliant of German surgeons, Kirschner [11] of Tubingen. Its claims have been urged by Coffey, and in England, Mr. Turner Warwick has a predilection for it; it has also been advocated by some French operators, notably by Schwartz [12] of Paris. It is not, to my mind, a measure of safety; it is a procedure of jeopardy to the patient at the time and in the years to come. The greatest factor for safety in the management of a carcinomatous rectum is undoubtedly the judgment of the surgeon. In forming a judicious estimate of his patient he will take into consideration the age, the sex, the cardiovascular system; the urinary tract and the bodily configuration of the invalid will also demand attention. A preliminary microscopic section of the tumour may be possible, and may help in forming an opinion as to the malignancy of the particular cancer, although I am not aware that any satisfactory histological classification of growths on the Broders plan has yet been forthcoming. The surgeon may utilize the Moots-McKesson test of operability by employing what is termed the "pressure-ratio percentage"; the pulse pressure over the diastolic pressure is calculated in percentages, the normal being about 50%. If the pressure-ratio is high or low, there is reason to apprehend danger. If below 25% or above 75% the case is. inoperable.
When all is said and done, that surgeon will be most safe and most successful who employs the appropriate operation for the particular case.
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It is impossible, by preliminary treatment, to render the large bowel aseptic, although much can be done to modify the virulence of the organisms present.
In acute obstruction of the large bowel it is a well-established principle that operative measures should be confined in the first instance to drainage of the colon, either by csecostomy or colostomy. In the absence of acute obstruction, preliminary colonic lavage will go a long way towards minimizing the risk of septic complications.
Ansesthesia.--Extensive operations on the large bowel, especially in debilitated patients, are often attended by severe shock. Spinal anesthesia, either alone or combined with gas-and-oxygen or with ether, is a great safeguard.
With patients suffering from chronic bronchitis, spinal anaesthesia is not unattended with risk, since it is inadvisable to employ the Fowler's position after a spinal anesthetic, at any rate for a few days, whereas this position is essential in the presence of pulmonary complications. Local anesthesia, combined with gas and oxygen, will often solve the difficulty.
Points in Operative Technique.-With axial anastomosis after resection of the colon, it is of the utmost importance to be sure that the divided ends of the bowel have a good blood-supply, otherwise sloughing and non-union will result. This complication may be obviated to a great extent by division of the bowel obliquely, so that at the point of section, the mesenteric border is longer than the anti-mesenteric.
Personally, when possible, I prefer a lateral anastomosis to an axial union, and I have had better results by this method.
Lateral anastomosis is, however, often impossible, especially after resection of the pelvic colon, owing to the short distal loop of bowel and the depth at which one has to work. The simple procedure of wrapping a piece of omentum around the line of suture and securing it in position, is an extra safeguard and should be carried out whenever possible.
After resection and anastomosis of the colon, adequate drainage of the area of operation by means of a tube for from twenty-four to forty-eight hours is a most important factor making for safety. Such drainage does not increase the length of convalescence, and in my opinion should be employed as a routine.
Similarly, after appendicectomy in certain cases of acute appendicitis, I am confident that the more general employment of a drainage tube for one or two days would result in a greatly diminished rate of mortality.
I have had no personal experience of resection and -anastomosis by the " closed method." Temporary cacostomy, after resection of the colon and anastomosis, is without doubt a great safeguard. The site of anastomosis is by this means left undisturbed, and not stretched by accumulation of flatus for a week or ten days, thus favouring rapid and sound union. Also salt solution can be safely administered through the cecostomy tube, without disturbing the patient.
Blind Cacostomy in Acute Intestinal Obstruction.-There is no doubt that lives have been saved by the performance of a blind aencostomy in patients suffering from acute obstruction of the large bowel; in a number of cases, however, it is found that the caecostomy only drains the cm-cum and ascending colon, whereas the rest of the bowel beyond the hepatic flexure remains distended.
In my experience colostomy, a short distance above the site of obstruction, promotes better drainage of the bowel in the majority of cases. CLcostomy, under local ancesthesia, is a much less formidable undertaking, and may be the operation of choice in patients who are seriously ill. I wish to make only a few remarks with regard to the surgery of the rectum. Prolonged and careful cleansing of the lumen of the bowel is as important in rectal operations as in operations on the colon, and I feel sure that the sub-aqueous intestinal bath apparatus will prove a most valuable adjunct to the surgery of the large bowel.
In perineal excision of the rectum the two-stage operation is usually employed at the present time: namely, colostomy, followed by excision some seven to fourteen days later. This two-stage method is strongly indicated when any degree of chronic obstruction is present in the rectum. If, however, the bowel can be thoroughly irrigated and cleansed by means of the sub-aqueous bath, there is no reason why colostomy and excision in one stage should not be performed as a routine.
Mr. W. B. Gabriel: The previous speakers have been in favour of performing an open cmecostomy by bringing a portion of the cecum out and sutuiring it to the skin. I do not see what advantage this method has over the tube method. I usually employ a large de Pezzer catheter with the blunt end cut off, leaving a funnel-shaped expansion at the end of the tube. At the present time I have a patient who has had a No. 20 (English scale) de Pezzer catheter in the cecum continuously for 19 days; it has acted perfectly and there has been no leakage.
I have put on view a few preparations to show a method of removing, for confirmatory section, portions of malignant tumours through a sigmoidoscope. The instrument is a Briinings forceps with hollowed cutting ends which render it easy to nibble off pieces of growth uncrushed and of a suitable size for sectioning. The indications for use of this instrument are as follows : (1) for confirmation of malignancy of operable tumours previous to radical operation ; (2) iD cases to be treated by radium; (3) in cases of inoperable tumours it is often advisable to establish the diagnosis microscopically; (4) in ulcers of doubtful nature.
Professor A. W. Sheen said that with regard to the colon growths, he favoured side-to-side anastomosis after excision and regarded free mobilization of the bowel as greatly helping the technique. He found abdomino-perineal excision of the rectum easier and attended by better results in women than in men, and preferred to do the operation in one sitting because of certain disadvantages of secondary operations. He thought radium was of little use .in advanced rectal cases, as in advanced carcinoma elsewhere, and cited a case to support his view that radium could be used with advantage in early operable rectal carcinoma.
Mr. E. T. C. Milligan: It is usual to refer in a contribution like this to one's surgical triumphs and exploits and mention, with some pride, one's small mortalityrate. However, to emphasize my theme I will refer not to triumphs but to tragedies, and instead of mentioning my own mortality-rate I will draw my examples from the practice of other surgeons as well as from my own. Such examples serve to state the problems of surgery of the " left" colon better than mortality-rates. Case 1.-A carcinoma of the upper rectum was explored through an abdominal incision. Its limits and fixation to surrounding structures were determined by careful palpation. Nothing further was done as the growth was pronounced inoperable. The patient subsequently developed peritonitis and died in a few days. Infected adhesions were disturbed.
Case 2.-An operable growth of the pelvic colon was " freed " from the lateral wall of the pelvis where it was adherent to the parietal peritoneum for about 1 in. square. The loop and growth were fixed outside the closed abdomen for subsequent excision. The patient died in a few days from peritonitis. In neither of these cases was the lumen of the bowel opened inside the abdomen.
Case 3.-A tiny malignant growth of the pelvic colon, i in. in diameter, was removed by excision of the segment of bowel containing the growth, and end-to-end union practised. The patient subsequently died because small-gut obstruction from recent infective adhesions was not recognized in time for relief.
Case 4.-The lower part of the pelvic colon was incised to remove a pedunculated adenoma which could not be dealt with in any other way. The patient died from a most virulent septic8emia and peritonitis.
Case 5.-A pelvic colon growth was removed with a segment of gut and end-to-end union practised, but no drainage tube was inserted. In a few days the patient became very ill and only recovered when a large abscess at the site of the anastomosis was evacuated. Case 6.-Radium needles were inserted into and around an inoperable growth of the upper rectum and pelvic colon from the abdomen. Death occurred from peritonitis, the organisms following the track of the needle.
Case 7.-A colostomy was closed by the intraperitoneal method; the patient died from peritoniitis.
It is only fair to say that all these manipulations and operations are commonly carried out with success. The cases quoted can be roughly classed into two groups (1) Those in which the bowel was opened at the time of operation.
(2) Those in which the infected adhesions surrounding a carcinoma were disturbed but the bowel was not opened.
I suspect that infection occurs in nearly all cases at the time of operation and is not due to subsequent leakage at the site of union of the bowel. Such views must profoundly influence technique.
In the first group the mortality might be lowered, and our post-operative anxiety allayed if growths of the "left" colon were removed by exteriorization methods (Paul's operation or some modification) or by the closed method of bowel resection, whichever is best suited to the particular case. The extraperitoneal method of closure of the colostomy should always be adopted in preference to the intraperitoneal method if the occasional tragedy is to be averted.
In the second group it is wise, instead of breaking through infected adhesions, to excise the tissues beyond them and to remove adherent parietal peritoneum with the growth rather than strip the adherent growth off the parietal peritoneum. I regard the employment of a drainage tube at the site of suture of the large bowel as a life-saving measure.
On two recent occasions, Devine's exteriorization modification of Paul's method has been used with the happy result that the normal facal stream was totally restored in three weeks, and healing of the abdominal wound soon followed without further operation. A small ventral hernia was a small price to pay for such a satisfactory and safe proceeding.
Preliminary ceecostomy gives adequate drainage of the proximal bowel in obstruction between the ccum and the splenic fiexure, but for obstruction in the sigmoid colon a proximal colostomy is necessary if adequate drainage is desired.
In two recent cases ctcostomy (one valvular and one lateral) failed to restore the distended proximal loop above a growth in the sigmoid colon to convenient dimensions which would permit of union with the contracted distal segment at the second operation.
Mr. Turner Warwick said that with regard to the surgery of cancer of the rectum, he would like to call further attention to the two-stage abdomino-perineal operation by the method of Coffey. The abdominal portion of the operation was carried out as for an ordinary one-stage abdomino-perineal. The pelvic colon was divided and a terminal colostomy made. The freed lower portion of the pelvic colon and rectum above the growth was invaginated through the growth and anus. The pelvic peritoneum was closed and the space below drained either through the vagina or above the pubes through an isolated peritoneal tube. The second stage of the operation was performed about ten days later, when the devitalized portion of the bowel was very simply removed by the perineal route. He had tried the operation for the first time about two years ago in a case in which the one-stage abdominoperineal operation seemed too great a risk-the patient being a large, fat man, 65 years old, who had a bulky and extensive growth. A colotomy had been already performed at another hospital, and he was admitted to Middlesex Hospital in the hope that radium would prove beneficial should the case be considered unsuitable for operation.
His post-operative condition never at any time gave rise to the slightest anxiety, and the only trouble he has since experienced arose from the fact that the colostomy had no spur.
Since then he (the speaker) had performed the operation on four other patients and had obtained satisfactory immediate results on each occasion. The operation, thus performed, was well within the powers of the average surgeon (in contradistinction to the ordinary one-stage abdomino-perineal operation); the after-treatment demanded no special nursing experience, and the late results in no way differed from those of an abdomino-perineal operation successfully performed in one stage. With the use of the perineal excision for low rectal and anal growths, and this two-stage operation for high rectal and pelvi-rectal growths, the surgeon with ordinary skill and without a large experience was capable of dealing satisfactorily with all operable cases of cancer in these situations.
With regard to the surgery of cancer of the colon, he was more perturbed by the late results than by the questions of the site of the preliminary stoma and the exact method of anastomosis of the divided ends of the colon. His limited experience inclined him strongly to the view that cancer of the colon was much more malignant than was commonly believed. The teaching that operation in cancer of the colon gave satisfactory results even at a stage sufficiently advanced to produce complete obstruction, was misleading. During the years 1926-1927 he could recall operating on eight cases of acute obstruction due to cancer of the large bowel on the left side. In every case he had performed cacostomy for the acute obstruction, and subsequently resected the growth with the sole idea of complete extirpation. One of the patients had died as the result of the operation, four more had, he knew, since died from recurrences and of the remainder he had failed to trace two. The only one he knew definitely to be alive and apparently well had had a growth near the middle of the pelvic colon.
A cursory examination of the literature dealing with end-results of the surgery of colon cancer confirmed his view. The results of the Royal Infirmary, Edinburgh, collected over a period of ten years, gave very disappointing figures. Also according to a series published recently by Kuttner, out of sixty patients operated on, forty-six died within less than a year. Certainly, diagnosis of the condition before it had produced complete obstruction seemed to be important, if even fair late results were to be secured.
